Background To address the fear of cancer recurrence (FCR) research gap, we used prospec-
prevalence, scores, changes over time, and consequences of FCR. 5 Nevertheless, FCR is still an understudied subject in several ways, and notably, there is a huge gap between research and practice, and especially the inclusion of racial/ethnic minorities. In an attempt to begin the fill, the existing gap in our understanding of FCR, based on previous studies, we examined scores, predictors, and outcomes of FCR among a diverse (with respect to level of education, income, origin of country, language preference, and acculturation) sample of Asian-American breast cancer survivors (BCS).
| Asian cancer survivors are understudied with respect to fear of cancer recurrence
Asians are the fastest growing population in the United States because of immigration, 6 and cancer is the leading cause of death in AsianAmericans. 7, 8 Thus, it is reasonable to expect that there will be a growing need to understand the impact of cancer and its treatments and to address survivorship care for Asian-Americans. Nevertheless, very few research has been conducted regarding FCR, and results are not consistent. A qualitative study found that more Chinese immigrant BCS reported unresolved symptoms than European-American BCS; such physical stressor prompted Chinese survivors' emotional anxiety about recurrence. 9 In contrast, another study found that Chinese women reported less help regarding fear of cancer spreading than German women. 10 Finally, a study conducted among Korean survivors found that the mean score of FCR was minimal. 11 Thus, virtually no research investigating FCR comprehensively among Asian-American cancer survivors exists and its subgroup differences even with a substantial heterogeneity among Asian-Americans regarding culture, language, acculturation, and so on.
| Predictors and consequences of FCR
According to the above-mentioned reviews, much research has found covariates/determinants of FCR including demographics (eg, age, gender, and education), treatment (eg, types of cancer and treatment), psychological factors (eg, emotional distress and religion/spirituality), and physical symptoms (eg, side effects and physical concerns). However, relatively few studies have investigated effects of health care experience on FCR (see previous studies 11, [12] [13] [14] 5 for a review). Although these studies reported that positive health care experience was negatively correlated with FCR, only 1 study 12 showed that the relationship was significant when other covariates were controlled.
Moreover, only 2 studies were longitudinal, prospective research. 13, 14 Thus, whether health care satisfaction "predicts" FCR is largely unknown.
With respect to outcomes of FCR, many studies investigated effects of FCR on health-related quality of life (HRQOL). However, the association between FCR and HRQOL differs across the domains of HRQOL. Fear of cancer recurrence was negatively associated with a subdomain of HRQOL, emotional/mental functioning, whereas it was not significantly associated with subdomains of HROQL such as physical functioning and social functioning (see previous study 5 ).
| Gaps in the literature and the present study
The FCR literature is heavily based on cross-sectional studies; thus, FCR was often assessed at 1 time point only (see previous study 4 ), although, we found 1 longitudinal study that measured FCR for 6 years. 15 Likewise, the majority of studies investigated the relationship between covariates and FCR and between FCR and consequences at the same time point. Moreover, no study, to date, focused on AsianAmerican populations. In response to these gaps in the literature, we investigated scores, change over time, predictors, and consequences of FCR over a 1-year period among Asian-American BCS. To fully use the prospective, longitudinal research design and to examine whether FCR predict HQROL, we investigated associations between baseline FCR and 1-year post baseline HRQOL. The predictors and consequences of FCR were chosen on the basis of the previous reviews. 4, 5 This paper reports on secondary data analyses of a 1-year longitudinal study examining functional strain on psychological/family functioning and follow-up care among Asian-American BCS. In this exploratory study, first, we examined the scores and frequency of FCR at T1 (baseline) and T2 (1 year later) and its change from T1 to T2. We hypothesized that scores of FCR would be small-to-moderate at both T1 and T2. However, because of the lack of research in subscale. 17 The interpersonal aspects of care was consist of 8 items items. Participants were asked to report to the extent to which they agreed or disagreed with each statement from 1 (strongly disagree)
to 5 (strongly agree). Cronbach alpha in the present sample was .93.
| Health-related quality of life
The 
| Fear of cancer recurrence
Fear of cancer recurrence was examined with 1 item, "I worry about my cancer coming back or spreading" from 0 (not at all) to 4 (very much). This item is included in the FACT-B as one of the additional items, but is not currently calculated for scoring any subdomains of HRQOL.
| Analytic strategy
First, we conducted chi-square and t test to examine whether the noncompleters differed from completers with respect to T1 demo- Specifically, only 2 participants were under chemotherapy, and 3 were under radiation therapy at the time of recruitment. Detailed information regarding participant characteristics was presented in Table 1 .
| Scores of FCR and its transition from T1 to T2
At T1, FCR score was 2.01 (SD = 1.36; item range = 0-4); 11.8%
reported "not at all," 27.7% reported "a little bit," 22.1% reported "somewhat," 17.4% reported "quite a bit," and 21.0% reported "very much" FCR. At T2, FCR score was 1.99 (SD = 1.43; item range = 0-4); 16.1% reported "not at all," 29.2% reported "a little bit," 16.8%
reported "somewhat," 13.9% reported "quite a bit," and 24.1%
reported "very much." Fear of cancer recurrence score was not significantly changed from T2 to T2, t(126) = .144, P = .886.
| FCR across subgroups of Asian-Americans
Because of small sample size in subgroups, we divided participants into 2 ethnic groups: Chinese (51%) vs others (49%). These 2 groups did not differ in age (t(127) = −.04, P = .97), age at diagnosis (t(124) = .52, 3.5 | Correlations among demographics, treatments, health care satisfaction, FCR, and HRQOL
Correlations among T1 demographics, cancer treatments, health care satisfaction, and T2 FCR were presented in Table 2 . Results showed that only T1 stage of cancer (r = .22, P = .015) and health care satisfaction (r = −.19, P = .032) were significantly associated with T2 FCR.
Correlations among T1 demographics, cancer treatments, FCR, and T2 HRQOL were presented in Table 3 . T1 FCR was associated with T2 physical (r = −.33, P < .001), emotional (r = −.43,P < .001) and functional well-being (r = −.25, P = .004), and HRQOL specific to breast cancer (r = −.35, P < .001), but not with social/family well-being (r = −.03, P = .728). 
| T1 factors predicting T2 FCR
We conducted a multiple regression analysis to predict T2 FCR by including only significant factors in the above t test and correlation analysis. Thus, T1 origin of country (China vs others), stage of cancer, and health care satisfaction were included as predictors. Results (see Table 4 ) showed that T1 origin of country (β = .20, P = .022) and health care satisfaction (β = −.18, P = .041) were significantly associated with T2 FCR, whereas T1 stage of cancer was not (β = .16, P = .066).
| T1 FCR and other factors predicting T2 HRQOL
We conducted multiple regression analyses to predict T2 HRQOL including factors significantly correlated with T2 HRQOL in the above correlation analysis. Given that FCR was not associated with social/ family well-being, we did not conduct a multiple regression analysis for social/family well-being. Results are presented in Table 4 . Because experiencing FCR is natural to some extent and not all FCR is abnormal, it is essential to measure/screen clinical level of FCR (see previous study 21 ) to identify those who would benefit from psychosocial interventions. We found that even with the low scores of FCR, more than one-third reported moderate-to-high level of FCR:
38.4% at T1 and 38.0% at T2. However, it should be noted that this ).
However, age was not significantly associated with FCR in the present study. In fact, most demographic and medical factors at baseline were not associated with participants' later FCR. These inconsistent findings might be due to a sample composition. Our sample comprised relatively older BCS: about 65% and 70% reported that their age at diagnosis and current age was over 50 years, respectively.
Further, our study revealed that baseline FCR predicted later physical, emotional, and functional well-beings and HRQOL specific to breast cancer, even when other covariates were take into account, whereas the existing literature reported that FCR did not predict physical well-being. 5 Note that when baseline HRQOL was included, FCR was no longer significant; however, because many survivors are usually States are from their same country of origin, 27 we assume that Chinese women might receive the greatest amount of support from their fellow Chinese and community, which probably influenced their lower scores of FCR. However, it is also possible that Chinese women overall might be more optimistic regarding their treatment and progress than women from other Asian countries. However, this finding could be interpreted cautiously given that the present study was conducted in a convenience sample, and these 2 groups did differ with respect to language preference. This result implies that we may need to attend to subgroups of Asian-American BCS (see previous study 16 ) given their potential heterogeneity regarding culture, beliefs, available social support/facilities, and so on. Further, we found that Asian-American BCS who preferred their own language to talk about emotional issues reported lower physical and emotional well-beings and HRQOL specific to breast cancer than those who preferred English or both (either English or their own language). Thus, level of acculturation should also be considered in research and psychosocial care to improve AsianAmericans' HRQOL. 
